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The Patterns of Medical Practice in England 
and the Third World 


Thomas Heller, MD 


(Thomas Heller, MD is on the Faculty of the Institute of Development Studies of the University of East Anglia, 
Norwich, England. He was previously involved in development projects in rural health care overseas, and is 
presently making an objective analysis of the British National Health Service and the assumptions which lie 


behind it.) 


The problems of the developed world are usually 
discussed in isolation from those of the ‘third world’. 
It is commonly held that our problems are entirely 
different from those to be found in the developing 
world and that we can be thankful that we are not in 
the same desperate situation that can be found ‘over 
6: Coupled with this belief is something of a 
criticism of the peoples of the third world themselves 
and, in particular, the members of their educated 
élites, who are thought to be lacking in the devotion 
which is said to be required to ‘get the country out of 
its troubles’. 


These sorts of opinions have led to the development 
of the aid mentality, where the Western nations are 
thought to be ina position of strength and can afford 
to give away some of their surplus, or a portion of 
their superior knowledge, to help alleviate some of 
these remote problems. More recently, some radical 
sociologists and economic theorists have suggested 
that it has been our intrusion into the affairs of these 
nations which are now poor that has caused their 
underdevelopment, and will be a hindrance to their 
future development. They argue that the more 

ntact an area has had with Western economic and 
6.::: influence, the less real development has taken 
place there.(1) 


Both these theories seem to suggest that the problems 
of the developing world are indeed different from 
those of the Western world, and therefore any 
possible solutions to the problems will rely on 
separate consideration of two different sets of 
conditions. The purpose of this essay is to discuss the 
possibility that both the problems, and any likely 
solutions, are identical both ‘at home and away’. The 
medical profession and the distribution of health care 
is taken as the subject of study. 


An attempt will be made to describe the patterns of 
health care in the developing nations, and the basic 
similarity of this pattern to that found in England at 
the present time. Inasmuch as the medical 
profession can be said to have a dominant 
professional ideology, this will be described, and its 
effects on the distribution of care shown. 


The aid mentality transferred to medicine has led to 
much of the current thinking about the problems of 
the health of the people in the third world. It is 
thought that ‘they’ are in a terrible way, under- 
nourished and disease-ridden, and what ‘they’ want is 
better coverage of our brand of medicine. In the past, 
there have been attempts to administer this through 
large gleaming hospitals, with the staff making brief 
tours into the bush to immunize anyone they could 
catch, and distribute birth control devices to stop 
their ‘problems’ getting any worse. It has recently 
become obvious to most people that this effort has 
been unsuccessful; the people continue to be 


_ unhealthy and ever multiplying. 


This insensitive influx of Western medical technology 
is easy to criticize. It is frequently stated to have been 
the root cause of the present maldistribution of 
health care, and to have set the present attitudes to 
be found amongst members of the third world 
medical profession. It is now thought enlightened to 
suggest that what ‘they’ want is increased emphasis 
on preventive medicine with training of some type of 
village-level doctors mainly in public health, and 
providing only a very simple curative service. Even if 
this approach is the correct one, it is very unlikely 
that an effective change of this nature will actually 
take place without a similar alteration in emphasis 
within our own Western health care delivery system. 
Rather like the grossly fat parent attempting to stop a 
child eating between meals, we stand little chance of 
effecting any change of this nature in other people’s 
affairs, until we realize that our own situation is in as 
urgent need of critical examination. Similarly, while 
it is easy to criticize those members of the medical 
profession within developing nations who appear to 
lack the determination to make the adjustments that 
we would now consider necessary to achieve this shift 
of emphasis in health care delivery, we should be 
fully aware of the attitudes of our own medical 
profession at home, who are resisting exactly similar 
changes, and who appear intent only to pursue their 
own sectional interests. 


We will not be concerned at this preliminary stage to 
recommend precise cures for the various ills outlined, 


only to suggest that it is unlikely that any real 
progress will be made in improving the health of the 
bulk of the population in the developing portions of 
the globe, until we exert similar energy and thought 
to our own problems, and can be seen to be applying 
the new standards to ourselves also. 


PATTERNS OF DISTRIBUTION 
OF HEALTH CARE 


(a) Concentration in centres of excellence 


It is very well known now that the major part of the 
health care effort in the third world is concentrated 
in the large towns rather than in the rural areas where 
the majority of the population lives. This has led to 
the invention and acceptance of the phrase ‘rule of 
threequarters’, by David Morley, who observed that 
“threequarters of the population lives in rural areas, 
yet threequarters of the health care effort is 
concentrated in urban areas... etc.’’(2) However, a 
very patchy distribution is evident in the allocation of 
health care resources in England. Many of the most 
needy areas are very poorly supplied with resources, 
while the metropolitan areas of London, and the 
teaching areas of all the various health regions are 
well endowed with hospital facilities and staff. 


Table 1 


Resource distribution between teaching 
and non-teaching areas (3) 


Hospital expenditure per capita 
(1971/2) 
(% difference from national mean”) 
Regional Health 


Teaching Area Non-teaching 


Authority Areas 
Mersey Liverpool +62 = -17.5 
South-Western Avon +14 -24.3 
Yorkshire Leeds +2 a Ag 
West Midlands Birmingham +10 ~—= -29.0 


In some rural areas, there is a shortage of resources 
that is similar to the rural areas of the third world. 
The East Anglian region, which is mostly rural, has 
the poorest provision of health and social services in 
all England (4). Total revenue allocation for hospital 
services is 17% per head below the average for the rest 
of the country. However, this shortfall is not evenly 
distributed within the region itself, and, once again, it 
is the rural districts that have the poorest provision of 
facilities. Expenditure in the urban teaching district 
(Cambridge) falls only 13% below the national 


*the mean is the arithmetic mid-point between the highest and 
lowest figure. 


average, while Kings Lynn and Great Yarmouth 
districts (both very rural) are each more than 51% 
below average. Capital expenditure per head of 
population between 1948 and 1974 has been over six 
times greater in the Cambridge district than in Great 
Yarmouth, and the present cost of running a single 
hospital in Cambridge (Addenbrookes) is almost as 
much as the entire health services budget for Kings 
Lynn and Great Yarmouth and Waveny health 
districts. 


Table 2 1975/6 


£ 
Revenue 

Allocation 
Addenbrookes Hospital 6,541,655 
(678 beds including 178 
regional specialty): 
Kings Lynn Health District 3,542,295 
(population 167,300) @ 
all services: , 
Great Yarmouth and 3,/00 231 


Waveny District 
(population 174,950) all services: 


This maldistribution of resources is shown also by the 
ability of the various districts to attract hospital staff. 
Thus, while Cambridge has 0.76 hospital medical staff 
per 1,000 population and 5.46 hospital nursing staff, 
Great Yarmouth is able to provide 0.4 medical staff 
and 3.7 nursing staff per 1,000 population. The 
people living in the poorly supplied districts naturally 
have to put up with an inferior service. Table 3 
demonstrates that the waiting lists are longer, and 
more have to travel outside their own district for 
hospital treatment. 


Under the new thinking, shortfalls in provision mi) 
hospital resources are not necessarily detrimental, 
where they are compensated for by the provision of 
increased community facilities. In the third world, it 
is frequently noticed, however, that exactly those 
areas which are most poorly provided with hospital 
facilities also have the most poorly developed 
community facilities. Exactly the same pattern can be 
demonstrated in the English health services. 


(b) The emphasis on curative medicine 


There can no longer be any serious doubt that the 
present amounts of money allocated to health service 
budgets in the third world would be better spent by 
switching the bulk of provision from the current 
predominantly curative services towards preventive 
medicine. This unfortunate situation finds an exact 
parallel in the distribution of medical resources in 
Western health care systems. Presently in Britain, we 
spend over 66% of our total health budget on the 


Table 3 (1973/4) 
Intra-regional variations in health services provision: East Anglia 


Health District Acute Hospital revenue: £ Staff per % patients 
waiting per capita % difference Capital expend- 1,000 population treated 
list/ from national mean /ture per head: medi- nursing outside 
7,000 1948-74 cal district 
Cambridge Fie —13.4 61.47 0.76 5.46 12 
Great Yarmouth 15.6 —51.2 10.90 0.42 3.60 23 
Kings Lynn 10.8 —51.9 20.32 0.40 3.83 21 
Table 4 1973/4 Table 5 1974 


Expenditure on hospital and community 
health facilities English regions 


Health region Hospital revenue: Community health 
9 % difference expenditure: 
from mean % difference 
from mean 

Metropolitan 

London +24.1 +5.9 
South-Western - 3.6 +4.1 
Wessex -13.6 +1.0 
Liverpool + 7.0 -0.6 
Manchester - 9.1 -1.0 
Oxford -10.1 -1.6 
Newcastle - 8.4 -1.7 
Leeds - 3.8 -4.7 
East Anglia -17.4 4.8 
Birmingham -14.8 -7.1 
Sheffield -22.5 -7.3 


Table 6 1975/6 


9 Intra-regional distribution of finance: 
East Anglian region 


Item £ revenue % 
allocation of total 


Hospital Services 51,570,109 72.4 


School Health Services 730,270 1.025 
Family Planning 197,925 0.28 
Health Education 56,157 0.08 
Screening Services 1,600 0.002 
Health Visiting 652,572 0.92 

_ Domiciliary Services 1,928,866 2.71 


Total community and school health services 


5.9 

Ambulance Service 2,066,609 2.9 
Regional Blood 

Transfusion Service 536,926 0.8 


Administration Costs 


(included above) 9,639,179 14.0 


Intra-regional expenditure on hospital and community 
health facilities: East Anglian region 


Health district Hospital revenue: Community health 


% difference expenditure: 
from mean % difference 
from mean 

Cambridge +19.0 +13.5 
Norwich +12.9 + 6.1 
Ipswich + 7.2 +15.7 
Bury + 6.4 ak fs 
Great Yarmouth -32.9 -12.2 
Kings Lynn -33.9 -16.5 
Peterborough -18.6 -32.6 


hospital services, while only a very small fraction is 
devoted to preventive medicine(6). Detailed examina- 
tion of the health budget of any region reveals a 
distribution of resources that would arouse the 
indignation of the experts in health care delivery if it 
were to be found in a ‘developing’ country. 


Although it could be claimed that our current level of 
knowledge is such that there are not many disease 
states that we actually know how to prevent, this 
situation will surely continue until we shift emphasis 
and resources to solving the problems of prevention. 
The areas in which there is considerable knowledge of 
effective preventive medicine will serve to illustrate 
the current maldistribution of resources in this 
country. 


(i) Smoking and related diseases: 


There is now no doubt that cigarette smoking 
damages lungs, heart, arteries, gastro-intestinal tract, 
urinary system and the unborn children of mothers 
who smoke.(8) Each year, 30,000 people die in 
Britain from carcinoma of the lung, and over 25,000 
from bronchitis.(9) Apart from this human toll, the 
costs to the economy are staggering. Smokers use the 
health service more frequently than non-smokers,(7), 
and over 30 million work days are lost annually from 
chronic bronchitis. The anti-smoking campaign run 
by the Health Education Council had an annual 


budget of approximately £702,293 (10) in the same 
year that over £70 million were spent promoting 
cigarette smoking by tobacco companies. (11) 


(ii) Occupational health: 


A crude cost/benefit equation can also be attempted 
in the field of occupational medicine. Over 741,000 
new claims for industrial injury are made each year, 
and over 17 million days are lost each year following 
injuries at work, resulting in a bill of over £215 
million for the country’s industrial benefits.(12) To 
combat this, the Employment Medical Advisory 
Service has been established with a budget of 
approximately £3 million and a staff of about 100 
doctors.(13) 


(c) The pursuit of technological medicine 


Much attention is focused on the undesirability of 
pursuing advanced technological medicine in the third 
world. It appears highly inappropriate that a 
heart-lung machine is installed, or a complex kidney 
unit developed in a country where there is gross 
malnutrition and where people die for want of simple 
preventive or curative medicine. Similar distortions 
can be demonstrated in the ‘developed’ nations, 
where the channelling of scarce resources towards the 
highly complex procedures that can only benefit a 
few, means that the majority are left with a service of 
very poor quality. The majority of patients in this 
country are in geriatric, psychiatric or long-stay 
hospitals, yet it is exactly these hospitals that remain 
starved of funds, while no expense is saved aiming at 
various technological goals. 


Table 7 
Cost per inpatient week in various types of hospital 


(as percentage of cost in acute non-teaching hospital) (14) 


Service Long- Chronic Mental Mental 
stay illness handicap 
Total net cost 44 39 32 30 
Medical 27 13 26 13 
Nursing 66 66 45 40 
Domestic 58 50 27 27 
Catering 55 48 45 43 
Cleaning 68 55 35 <P 


THE MEDICAL PROFESSION 


(a) Intra-country mobility 


There is frequent implicit criticism of the members of 
the medical profession within the third world. It is 
said that ‘they’ won’t work in the needy areas and 
usually tend to migrate towards the large cities where 


there are already plenty of doctors. They are thought 
to be attracted to those areas of their countries where 
they can mix with others of their own social standing, 
and possibly supplement their incomes with private 
work. Before offering such criticisms, we ought really 
to examine the distribution patterns of our own 
doctors within the ‘developed’ nations. 


At its inception, the (British) National Health Service 
(NHS) inherited an unequal distribution of doctors, 
and, ever since then, successive governments have 
attempted to induce general practitioners to work in 
those areas of Britain most in need of medical 
manpower. These attempts have been largely 
unsuccessful, and the doctors tend to ignore the 
financial rewards in order to practise in more 
attractive areas, already well endowed with doc- 
tors.(15) “’... There is everything a doctor needs here, 
fishing, golf course, walking, not many people...” 
local General Practitioner (GP) in Devon, (quoted in 
15) | 

‘"...My ideal practice would be in a salubrious a 
with the right middle-class neighbours to con 
with...stockbrokers, solicitors etc..." GP in Essex, 
(quoted in 15). 


As in the third world, it is the areas that attract the 
best qualified, best equipped doctors that are in the 
least need of medical care. The areas with the highest 
proportions of ordinary working-class people attract 
the fewest doctors. Yet it is these sections of the 
community that suffer more than their share of the 
nation’s morbidity and mortality. This has led to the 
description and validation of ‘the inverse care law’, 
whereby those most in need of medical care are the 
least likely to receive it.(16) 


(b) The brain drain 


A proportion of the doctors trained in the third 
world leave their country of origin/training to work 
in those pastures that they consider to be e® 
This represents a very sizeable drain of resources Tor 
the developing countries and a real boost to the host’s 
medical services. From exactly those countries that 
are most in need of trained medical personnel, there 
is a continuous drain of such people. At the end of 
1967, it was estimated that over 11,000 doctors 
trained in India were working abroad. Between 1962 
and 1967, Pakistan lost over 2,000 doctors and 
currently loses over 50% of its annual output straight 
from medical school. Similarly, Sri Lanka, despite 
attempted restrictions, loses 120 doctors (50%) of its 
new graduates each year.(17) Iran loses 25%, etc.(18) 
Possibly the most amazing story comes from the 
Phillipines, where the authorities had to hire a 
football stadium one year to seat all the doctors who 
had applied to take the qualifying exam to work in 
the USA! (19) ) 


The benefit of this continuous drain from the third 
world falls on our Western health services, which 
would certainly find it impossible to maintain present 


standards without the influx of foreign graduates. In 
Britain currently, 35% of all hospital doctors were 
trained overseas, and over 60% of senior housemen 
were trained in the third world. They fill the jobs that 
our own graduates will not take, and are diverted 
towards the unpopular hospitals and the unpopular 
specialties. Only 19% of teaching hospital doctors 
come from abroad, while the percentage rises to 39% 
in all other hospitals.(20 ) 


Before we offer comments about the drain of 
resources, or even propose possible solutions, we 
should realize that exactly the same drain continues 
of our own graduates. Each year, there is a net loss of 
about 300 doctors, representing the output of more 
than two medical schools and equivalent to 10% of 
new medical graduates.(21) It would appear possible 
that one answer to our own problem, as well as to 
those apparent in developing countries, might be to 
attempt to select people for training who are 
motivated to serve within their own community after 

alification, and to make quite sure that the training 

y receive is fully relevant to the conditions that 
they will experience in actual practice. 


(c) The aspirations of the medical profession 


It is probable that the present-day medical profession 
within the third world still regards the members of 
the Western medical profession as their reference 
group against which they judge their own perform- 
ance. Thus, the aspirations that are currently found 
within the third world have their basis in the West. It 
might, therefore, be considered unjust to criticize the 
individual members of the profession within the third 
world for wishing to pursue advanced, technological 
medicine, if this is the dominant aspiration of our 
own professional groups. 


In Britain currently, the teaching of community 
medicine, public health and occupational medicine is 

inimal and, in some colleges, actually non-existent. 
?) a recent survey of 25 medical schools, ten had no 
teaching in occupational medicine at all (22), and 
only four out of the twelve London teaching 
hospitals had established departments of community 
medicine four years after this had been recommended 
by the Royal Commission on Medical Education.(23) 
This emphasis is reflected in the career preferences of 
the medical students themselves, and the three latest 
surveys have all shown that under 2% of students 
would choose community medicine as their first 
choice of career.(24) 


Once started on their professional life, specialists in 
public health or community medicine still suffer a 
very lowly status. They are usually not considered as 
‘proper doctors’ by the clinicians, nor are they ‘real 
administrators’ according to the professional adminis- 
trators of the service. There are no specialists in 
community medicine on the powerful committee that 
distributes the merit awards to consultants(25), and, 
although 73% of thoracic surgeons and 70% of 


cardiologists receive merit awards, only 2.9% of all 
community physicians are rewarded in this way.(12) 


It is frequently noted that the doctors in the third 
world all come from privileged backgrounds, and are 
keen to serve the members of their own social class 
after qualification. It is thought that this creates a 
‘cultural gap’ between them and the less well 
educated and socially inferior patients, especially in 
disadvantaged or rural areas. There is considerable 
evidence that such a gap also separates members of 
Western health care professional groups from the 
majority of the population they attempt to serve. In 
Britain, 68.8% of first year medical students in 1961 
were from high social class families, and by 1966 this 
had risen to 75.7%, although only 18% of the total 
population were members of these two groups.(26) In 
the nursing profession in 1972, 52% of those chosen 
for State Registered Nurse (SRN) training came 
from professional or managerial homes, while only 
12% came from the families of semiskilled or 
unskilled workers.(27) 


Thus, it can be seen that our health services are 
largely run by people who have never experienced 
anything other than middle-class life, and are 
designed by these people to cater very much for 
middle-class patterns of illness behaviour. The 
ordinary people from working-class backgrounds 
frequently find use of the health care network a 
confusing and frightening experience. Uptake of 
services from those sections of the community most 
in need of care is often very low. This has been 
demonstrated for the uptake of testing for cervical 
cancer,(28) family planning services,(29) and in the 
use and acceptance of appointment systems. 
Similarly, the psychiatric services often present a real 
obstacle to those who are socially remote from the 
providers of the service, and who might have a 
different, less verbal, means of communication from 
those who can expect to receive the best treatment. 
This has led to the observation that ‘exactly those 
social factors that increase the risk of developing 
psychiatric disorder, greatly reduce the chances of 
reaching psychiatric services’’.(30) 


(d) Western medical imperialism 


It is easy to see that the spread of Western-type 
medical care throughout the third world represents a 
system that has been imposed from without. The 
Western methods of treatment are now accepted by 
the local ‘establishments’, often with the attempted 
exclusion of more traditional methods of treating or 
accepting disease. The practitioners of traditional 
medicine may be called quacks (people who pretend 
to have medical knowledge) by the authorities, but 
they are certainly still acceptable to the actual people 
when they fall ill, especially in rural areas. The 
majority are still found to consult traditional healers 
in preference to, or in addition to, the Western-style 
services, even where these are freely available. Much 
attention in the third world is now being directed 


towards incorporating the acceptability of traditional 
healers into the design of new health systems. Perhaps 
we in the West should be prepared to examine our 
own history, and see if a similar pattern has not 
occurred in the development of our own services and 
professional groups. 


The predominant method that has developed into our 
current ‘Western system’ of treating disease, was, 
historically, only one of several rival ways of dealing 
with disease. Long before the advent of chemo- 
therapy, and before any really effective medical 
interventions were being practised, the ancestors of 
our present doctors had achieved a virtual monopoly 
in treating disease. Through their close associations 
with other branches of the establishment, they had 
succeeded in making most other rival brands of 
medical treatment unacceptable, or even illegal. Thus, 
before any real skill or success in dealing with 
pathology had been developed, one particular type of 
‘medicine man’ had become a ‘professional’, and was 
already protected by all sorts of registration laws and 
closed shop tactics (efforts to exclude newcomers and 
outsiders). These dominant practitioners were able to 
claim the much later scientific advances as their very 
own, and achieve respectability and some measure of 
efficacy. Their strength in defeating potential 
opposition was formidable. Possibly the best 
documented example is in the history of their 
professionalization between the 14th and 17th 
centuries, when they actively encouraged and 
sponsored the witch-hunting of their rival practi- 
tioners. The ordinary women of the villages, who 
were skilled or experienced in dealing with disease, or 
undertook midwifery, were hounded and denounced 
as witches for several centuries all over Europe. Their 
skills were pronounced witchcraft by the newly 
emergent medical profession and they were tortured 
and burnt in their thousands.(31) 


Both in this country and throughout the third world, 
there have always been people who become 
knowledgeable, experienced and concerned about 
illness, or who are simply good at caring for others. 
The recently dominant Western system, with its rigid, 
professional barriers, does not realize the potential of 
these people who are readily available in every village 
and in most families. Knowledge about illness has 
become tightly guarded by those professionals whose 
interest it is to keep tight control over their source of 
power. Those who would surely be able to care for 
the sick members of society are denied the 
opportunity by the prevailing attitudes and actual 
structure of the health care system. An amalgamation 
of the technical knowledge, now the exclusive 
property of a few, with the caring potential within 
each society would, indeed, be powerful medicine. 


DISCUSSION 


lf we are convinced that we have described patterns 
of medical care and medical professional attitudes 


that are universal, what implications does this have on 
the changes that we should advocate for the 
promotion of health in the developed world, and also 
for assisting the third world? 


1. Firstly, the aid mentality would surely no longer 
be seen to be appropriate. Offering portions of 
our own, very imperfect medical system to the 
developing nations cannot possibly assist them. Even 
the ‘new improved’ packages that enlightened aid 
givers now advocate, incorporating community-based 
projects etc., stand ‘a reduced chance’ of success 
unless we are seen to be taking the same medicine for 
our own similar condition. 


This does not mean that we should stop offering help 
altogether to the developing world, only that we can 
no longer offer it from an imagined position of 
strength. Nor does it mean that we have to wait until 
we have developed the perfect system of health care 
delivery until we start to export (impose) that new 
one. Rather, we should accept that many of t 
problems regarding the promotion of health y 
universal and together with the third world we stand 
some improved chance of arriving at solutions. 
Naturally, the exact details are dependent on the 
local social and cultural conditions, but many basic 
features may well be universal, e.g. prevention before 
cure, patient-centred approach, service subject to 
democratic control, minimal social barriers to 
receiving treatment, etc. etc. 


2. In the West, we have a certain technical superiority 
in some aspects of medical treatment and should 
make this know-how available to the developing 
world without social or financial cost. However, we 
must also accept that there are many ways in which 
we have to learn from the ‘developing’ countries and 
their attempts to cope with essentially similar 
problems to ours. 


One of the vital lessons that we should learn is 
reject the present separation of health care delivery 
systems from the other factors that are known to 
have a direct effect on the health of the population. 
In some developing nations, an integrated assault is 
under way on many of the social problems of society, 
and medicine represents only one very small portion 
of this programme. Housing, education, income 
redistribution, agricultural production and nutrition 
programmes all affect the ‘healthiness’ of the 
population more than the actual medical service, and 
are no longer to be considered separately. Medicine, 
which is not treated in this country as a political 
subject, automatically becomes very political indeed. 
Indeed, if the health of the population is best 
enhanced by achieving more equitable distribution of 
wealth, and other of society’s assets, then it is 
through political change that those concerned with 
the ‘healthiness’ of their population should be 
required to act. 


Two countries which have received considerable 


public attention because of great improvement in the 
health of their populations (China and Cuba) have 
brought this about through radical alterations in the 
social and economic distribution of the assets of their 
societies. Only a very small part of their improved 
health status can be attributed to changes that have 
‘been made in their medical services. This certainly 
doesn’t mean that we now have to emulate (copy) the 
health care systems of Cuba or China, only that we 
should be willing to learn from their experiences and, 
in particular, that improvements in the measurable 
health of their people have come about through 
changes in many spheres, as well as purely medical. 


On a much smaller scale, there are many other 
experiments in developing countries that we should 
be prepared to learn from. In Guatemala, Carroll 
Behrhorst is attempting to make social and economic 
changes on a micro scale. Already these have led to 
improvements in the health of the people that are his 
concern. Other experiments are in progress in many 
of the spheres that we have indicated might also be 
apt ble to our own health care system: 


(a) switching resources to preventive medicine, 

(b) the use of ancillary workers rather than doctors, 
(c) multidisciplinary health teams, 

(d) cooperation with traditional healers, 

(e) democratic control over the health system. 


Not all the experiments are successful, but the 
mistakes are also well worth observing. If indeed the 
same patterns of maldistribution of resources are 
present in the developed world as are present in the 
developing world, then it is very evident that we are 
lagging well behind in our efforts to find viable 
solutions. 
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3. Although this essay has been concerned with the 
maldistribution of health care resources and the 
attitudes and assumptions surrounding the promotion 
of health in the community, similar problems need 
examination in every other sphere. Within the global 
community, some population groups have more than 
enough of everything, including health care, while 
others are desperately in need of the necessities of life. 
However, it is apparently no longer sufficient to 
divide the world simply into rich nations and poor 
nations, for within the ‘rich’ nations there are also a 
great many who live in poverty. This essay has 
attempted to examine whether the same factors that 
are denying health care from those at the bottom of 
the social order in rich countries are the same factors 
denying health care to those at the bottom of the 
third world pile. If this is the case, then the only 
solution to the provision of resources of all sorts to 
the impoverished members of each society would 
seem to lie in redistribution of available resources, 
rather. than adding resources to a fundamentally 
badly organized system. 


The ‘trickle-down’ theory, whereby the increasing 
financial rewards that accrue to a country are 
supposed to trickle down through all sections in order 
to relieve the plight of those at the bottom of the 
pyramid, is now under intense attack and certainly no 
longer universally accepted. It appears that those at 
the bottom of the pyramid, waiting, never in fact get 
the goods, and the gap between rich and poor grows 
larger. Similarly, if health care resources are added to 
the system organized in the present patterns, then it 
is likely that a majority in the developed world, as in 
the third world, will still be denied access to what 
should be regarded as a basic human right. 


* 
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CMC NEWS 


1st June 1976 marks a moment of transition for the 
Christian Medical Commission. Mr James C Mac- 
Gilvray, who has served as Director of the CMC since 
its beginning in 1968, will retire from this post that 
he has so ably filled for over eight years. During the 
middle 1960's, he shared the conviction with leaders 
in several parts of the world and with the leadership 
of the World Council of Churches that a time for hard 
choices had come, a time to evaluate the activities of 
the churches in health care. The obvious injustices in 
the distribution of health care services, the financial 
crisis that existed in many church hospitals, and the 
need to establish new priorities required a broad and 
even global perspective. The churches were asking for 
help in making these choices. During this same 
period, the Tubingen (FRG) Conferences on the 
Healing Ministry of the Church in 1964 and 1967 
charted the beginning of the study on the theological 
basis of the churches’ concern for health. 


ir'@s in response to these two areas of need that the 
CMC was established and Mr McGilvray named as its 
Director. From the start, his courageous promotion 
of the comprehensive approach to community health 
care has made him aé_ recognized leader in 
international health. His vast experience and sensitive 
judgements have made him a discriminating and wise 
counsellor. As an articulate spokesman for the 
manner in which the churches could pave the way for 
more relevant and just health care provision, he has 
been a major influence for change. 


On behalf of the CMC, the World Council of 
Churches and the millions whose lives have been 
influenced by his leadership, we wish to pay tribute 
to him. 


Mac and Eva, enjoy your well-deserved retirement! 


@ Rus 


JAMES C McGILVRAY was born in Great Britain 
and pursued most of his education there. He attended 
universities in Manchester, Oxford and Bonn. As a 

anata member of the 
British Universities’ 
Debating Team, he 
visited India in 1933. 
He returned to that 
country in 1935 to 
begin a fourteen-year 
period of missionary 
service there. For the 
last nine years of that 
time, he served as 
Secretary of the 
Governing Council 
and Superintendent 
of the Vellore Chris- 


tian Medical College. It was here that he met and 
married Eva Tysse, MD who was teaching at the same 
institution. They moved to the United States of 
America in 1950, and, for the next seven years, 
“Mac” served as a hospital administrator and 
consultant in health planning. 


In 1957, they went to the Philippines. There, ‘‘Mac”’ 
organized the first ecumenical health agency, linking 
all church-related institutions and programmes for the 
purposes of coordination and joint planning. This 
agency, The Inter-Church Commission on Medical 
Care, formed the basic pattern for some twelve other 
“coordinating agencies’’ in Africa and Asia whose 
formation has been-stimulated by the CMC. 


In 1962, the McGilvrays again returned to the United 
States, and ‘’Mac” served until 1965 as Associate 
Medical Director of the United Presbyterian Church 
in the USA. This was followed by his appointment as 
Director of the Christian Medical Council of the 
National Council of Churches of Christ in the USA 
(1965-1968). It was during this period that he served 
as Consultant to the World Council of Churches on 
medical programmes, and participated in the 
discussions which led to the formation of the 
Christian Medical Commission. In 1968, he was 
appointed Director of the CMC as its offices opened 
in Geneva. 


The McGilvrays have two children. Their son, James, 
is an Associate Professor of Philosophy at McGill 
University in Montreal, Canada. Their daughter, 
Jennifer, is a drama teacher in Connecticut, USA. 
Each family has brought the joy of two grandchildren 
for the McGilvrays. 


Named to the position of Director of the Christian 
Medical Commission is Ms RUTH NITA BARROW, 
RN, RM, LLD (Hon). Ms Barrow was born in 
Barbados and had her 
early schooling in the 
West Indies, as well as 
her nursing and mid- 
wifery training. Sub- 
sequently, she did 
postgraduate study 
and received public 
health and nursing 
education diplomas 
from the University 
of Toronto, and was 
awarded her Sister 
Tutor’s Diploma after 
study at Edinburgh 
University. She also has a BS degree from Columbia 
University, New York, and an honourary Doctor of 
Laws from the University of the West Indies. From 
1945-1954, Nita was responsible for developing and 


teaching in postgraduate public health nursing and 
basic nursing education programmes in Jamaica. 
From 1954-1956, she was Matron of the University 
Hospital, Jamaica. 


In 1956, Nita was appointed Principal Nursing Officer 
for the Government of Jamaica, a post she held until 
she was named a Nursing Advisor for the WHO/Pan 
American Health Organization, Zone | (Caribbean) in 
1963. She remained in this position until she joined 
the CMC as Associate Director in 1972. 


Nita had not been a stranger to the CMC before 
joining the staff. She had been a member of the 
Commission from the beginning, attending the annual 
meetings since 1968. She also serves as President of 
the World YWCA, and she is active in many groups 
concerned with nursing and women’s affairs. 


Congratulations Nita! We wish you well! 


* * * 


CORRECTION: The CMC would like to apologize for 
and draw readers’ attention to an error on page 7 of 
CONTACT 30, dated December 1975. 


The World Neighbors catalogue of filmstrips and 
source material on health and family planning is 
obtainable from World Neighbors, International 
Headquarters, 5116 North Portland Avenue, 
Oklahoma City, OK 73112, USA, at a cost of 
US$ 0.50 NOT US$ 5.00. 


* 


CMC NOTES 


Over the past years, churches and rural congregations 
have become increasingly involved in rural develop- 
ment programmes. In the course of their practical 
work, many of them have expressed a need for a 
more basic understanding of the problems of rural 
development, and for technical advice on specific 
projects. A recent publication by the Commission on 
the Churches’ Participation in Development of the 
World Council of Churches provides information and 
guidelines to answer this need. CHURCHES IN 
RURAL DEVELOPMENT: Guidelines for Action, by 
Peter Sartorius, gathers both the results of scientific 
research and practical experience, points out the 
possibilities for church action and provides assistance 
in the development of projects and programmes in 
this area. It is aimed to foster people’s participation 
in a development process directed toward the 
attainment of social justice, self-reliance and econom- 
ic growth. The principal stress is on the sectors of 
agricu!ture/animal husbandry and forestry. Thegg is 
an excellent section on the role and establishment 
cooperatives. As we increasingly appreciate the fact 
that health promotion makes its greatest gains when 
it is part of a total programme in community 
development, it is appropriate that the CMC call 
attention to this excellent guide to rural develop- 
ment. 


This book, published in 1975, containing 155 pages, 
is available from the WCC Publications Office: 


150 route de Ferney, 
1211 Geneva 20, 
Switzerland. 


Price: SF 10.00 


